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IDEHTIPIEBS 
ABSTBACZE 



examine 
socio'ec 



* Documents acgiTired by ^BIC include many informal unpublished ' * 

* materials n9t 'available from' other, sources, EBIC makes every effort * 

* to .obtain- the best c6.py available. Heverthel^s, . items of marginal 

* reproducibility ^are' often encountered and thi§. affects the quality 

* of tb«;- microfiche and hardcopy reproductions EBIC malces available 

* Via, the BBIC Document' Beproduction .Service (EDES) . EDB5 is not. ■ 

* responsible for the gualitf of the original document. Beproductions * 

* supplied by EDBS are the. ^)est that can '^be made from the original. *' 



MATtOMJkl^tNSTirUTrOP 
CDUCAtlOM 

60^C*T,0N POSITION PCMCr 



tequacy. of Healfli- 
in Mew MexiGO- 



ft. 




> 



- SUMMARY ^ - - 

This. Tesearch suggests that emergency services 
and access to he^tb care merit spedal attention 
by New Mexico's health-care planners. Enieigency 
services^' are often ^ difficult to obtain as* other 
V'servic^. 3\ccess to care is limited brthe^great 

• disfahce raaiiy New Mexicans must travel .to Obtain 
tf^afraejit. These factors »qj[ay^ be cohtributing to 

- "New MexTpo% relatively hi^ accidentajrdeath ra^'. 
Public* ahd private jnyestnienf in^ ^ergency 

. vehicles, such a$ ambulance^ and JielicopteiS, and. 
^ a'neur look' af' mobile clird'^^and u3^ of par^pfor ' 

* fessioharpersonriel and telemaiicine are jui order.' • 
^ Medical researchers ^tould contri&ute ^i^ifi- 

• ^cantly to fiealthrcare plaiiftins by-as^sing tfie level 
of ;^vcritive^care^ needW or /r^ctjeed i^ New 
\ / Mexica' and investigating t|ie riaatively Jii^ accih 
-'•^ Cental death-rate/ ' ' : / ' ' 

-Research was undertakerMo determine pattemi 
' of household' use of health^care in New Mexico, t^ 
evghiate possible relationships between ^^ and , 
household socioeconomic characterfetics, arid to 
Assess adequacy of health-care serviceVin the state 
' * Telative;f6 ^ome.pf its immediate'heighbors and 
r ynited:St^tes; ' - " 

'Data were 'obtained from personal ^terVievfe 



Socioeconomic Traits Unrelated to Heaifr Cafi 

Variation in hou^hold use of health-care 
services was not consiltently jn^lated tprethnicity, 
education, occupation, lirjcome,* or age. /Only 4 to 
16 percent of the variatibiB in use v/a& explained 
.by these spcioecononic eharacteristics. Earlier 
research indicates simUaiitrends. 



Measures of Adequacy 



^, Adequacy of health-care services was examined 
' frbn|#the perspectives of structure, process, and 
outcome^. ' New ^exico!s^jatio of persons per 
, dbct9r, is -abput/ 20 percent higher than- the- 
natipijal ratio,* and the raOg W lio^pital beds per' 
' 1000 .popuktipfl is about 2a.perc^ht^low^r, The- 
proportiba df 'ine^ficgid/cIaimsH^^^^^ *ere deriied 
; ^^followjngi^^professipnal review, was very loW, except 
for injectipris, which irrfplies That appropriate iare 
, was Tendered. in rnost .medicaid cases. New Mexico 
.^is below the iiatio^al^^rates. in. deaths caused' by 
.^Jjeaji di^easeV-;e^ancer^ and '.5.troke. 'New Me^icarisr 
, 2^ defirfiteTy J ^cddentrprone; the, dpath 
- &pm. acddeftti js ^Il*ab6y4 both Tegional ^d 
natiojialVjeveis. fTew^ Mexico inf^nf death rates' 



Of a stratified r^ndom^ ^ample'of New Mexico' /.\haVe improyei.mark^edly vis-a^is those for iHe 
households, awie siirvpv • nf T^m kr»itc/»»i«w^ t^«x i * *r^j^^ . 



househplife'. ^HAit survey ; of 1300 households 
yjelded' 1287 'usabia' questionnaires. Secpridary ^ 
' dat^ were ^ssenlbled, to assess ade<itiacy ^f healtfe 
' care- services: • - \ , '- ^ , ^ 



entijre /laTttori. b^twe^a 1950 and 1970. Most re-/ 
^spojidenfe were reasoriably weUsatisfieAwith both 
;thq quality and accessibility .of Jiealth carcservrces. . 



' ' Ntej^/'M^'Co; Siate J^yeqity if'sn eqiiafoppori'i/nity e;if)toVer?AII prdgwrns ah available to everyone regardless of race^ 
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in New Mexico 
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Health care ranks along. wth employment, hous- 
ing and nutrition a» a basic concern of most 
svocieties. These basic concerns are components of 
most definitions of quality of life. Howfever 
defined, after a generation of unprecedented mate- 
rial affluence, a higher quality of life is still a goal 
for many Americans. Health care in particular has 
-presented persistent problems. Becoming ever more 
specialized, it has tended to concentrate' in the 
larger urbanized :freas Gone are the da>s of coun- 
tr>' doctors and house calls. Gone are the'midwives, 
home births, and the lay practitioner who. could fix 
*up a home remedy for headache, toothache, 
stomachache, constipation, diarrhea or a hundred 
other common ailments. Instead. New Mexivatis, 
like other Americans, obtain health care in the 
same servjee cejiters where they obtain groceries, 
clothes, and other household needs. 

Just how adequate is New Mexico's health care, 
>vho obtains what services, hpw much do they 
^pend. and how satisfied" are they with their 
services? Answers to these and other questions 
'need continued updating toiceep the policy-makers 
and planners abreast of the times and avyare of the 
population's desires. ^ 



bbjectives 

The study^ reported here examined patterns of 
healthcare use in New Mexico. It attempted to 
determine whether income, education, occupation, 
or other socioeconomic characteristics.were asso- 
ciated with use of'the service. 

The study also 'examined various measures of 
health-oare' adequacy for the state. Only a* few 
indicators of. adequacy were selected from the 
many whicf|,coilld hlive been assembled. The pur- 
pose was to pre.*>pnt the current philosophy behiifd 
• adequacy measurement, to illustrate- the various 



approaches, and. to'examine New Mexico's situa- 
tioa/relative to its immediate neighbor states and 
the United.States. 



Prevjpus Work * ' ^ 

.Common sense tells us that people wah higjier 
incomi probably spend 'morS on health services 

^ and generally use more health services th^n those 
with iDwer incomes. Aday and Eichhomxompfled 
a comprehensive review of over 200 studies on cor- , 
relates of health-service usp. They cite numerous ^ 
studies which indicate 'tha^^he.gap isnarrowmgia 
heSlth-care use between rich pe9plq and poor (1, 
p> 23). Specific differences remain, e.g. hi^er 
status groups use* more preventive services, but 
once serious illness occurs, all classes see physfcians 
at about the same rate (1^ p. 22). Use of physician 
services increased with educational level primarily- 
because the better educated use preventive services . 
more (1, p. 1 19). ^ * ' . 

"The relationship, between the volume of 
physician visits, and age is best described by a U- 
shaped curve" (1, p. 1.7). -The elderiy and the 
young use more services. However, use qf dental 
services snows the oppositCppattem (1 , p. 18). 
Children use mpre specialists* services than any 

^ other age group; the* consumption of prescribed 
and non-prescribed drugs increases with age (I^PP- 
17.-I&), Race makes a difference, whites use^ore 
services, see specialists and deptists. more often, 
and use ^bre preventive medicine (1, pp. 20-:21), 
"Farm residents use-fewer health care services than 
metropolitan or rural non-farm resident's" {1, p. 



*Associ5Cc professor,' rcMiarch jssocutc, professor, and associate 
professor, respectively U/quhart is m ihe DcpartmerU of Expefi- 
mental Statistics; the others are- in the Departmqnt of Agnculturai 
Economics and Agricultural Business* 
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26).^*Tpfe^ influences the choice of the site 
fcJr ifie visit but not the voFume of services don- 
sunied!* (I , p. 2J) \number of studies v/ere cited, 
in support of each of these findings. . 

FucJis and' Kramer found that the numjber of 
available 'physicians was the jjnost import^t deter- 
minant of use of and expjgpditure for physician 
'services. in a nationwide -sampfe (5, p. '41). Supply 
of services was more .important than income, price, 
' or insurance cqvera§^. Hdivever "...interstate dif 
ferences irtjnfan't morta?it> and overall death rates 
are not s^ificantly* feinted to the fiumfaer of 
physicians,"^ the quality of their^ser\jices/or to 
e;jpenditures''*(5, p. 4l). ;^ ' 

Adequacy of health-care services has been ap- 
jn-pac^ed (rgm several 'perspectives. It is readily 
apparent th^t there are so many important dimen- 
siQns of adequacy that no single measure, even a 
composite, is satisfactory^ The needs of the parti- 
cular situatic^n more thah anything else determine 
the approprjfateness bf the choice of measure. 

Sheps* \955 paper identified four main teclmi- 
ques used jn a^ipfaisal of hosfiital quality (6. pp. 
286-302X Tiie four techniques were. 1) set stand- 
ards of ^re, 2) elements ^performance, 3) effects 
of carftj^tod^ 4) clinical evaluations. Donabedian' 
drew ori^^ep^ and other earlier works and con- 
cluded tn#\here were three essentially different 
.p^rsgectiv^frojn which to evaluate a^uacy of' 
health c^'H^. pp- 186-218), These perspectives 

• were- 1 ) the^.structurc of the health-care system, 2) 
th^ processor delivering care, and 3) the outcome' 
of the .carcT Berkanovid et al. suggested a fourth 

• perspective; i e , perception of the recipients of the 
eare(2, pp. 19-22). 

Each of the four perspectives .rests On a different 
*;et of assumptions and focuses on different aspects 
of health care Each is multi-dimensionaJ-e.g., 
.accessibility * and satisfaction are .separate ai?d 
distinguishable elements of Recipient; perception. 
Tl^ means that alternative measures in any per- 
spective may or 'may not be interchangeable , 
accordmg to whether they represent the same 
gr different dimensions. ' . 
^ The structural approach is concerned with facili- 
tlos and equipment, qualifications of medical staff, 
adrpini<;trative structure, fiscal organization, and ^the 
lik^' The .assumption is that proper facilities* and 
Organization will lead to good care. Data for these * 
measures are fairly concretQ.and accessible, but the 
Relationship between structure artd process or out- 
,^ome is not'always^ welt established (4, p. 1 89). 
f The process approach is concerned with .the . 
qualiXy of information obtained through Clinical 
history; physical examination and diagnostic tests, 
competence in the performance of procedures tn-^. 



. eluding surgery, and so on. Peer quality evaluatiojis 
are subjective andj therefore, less reliable than 
structural ^ measures. Beer eValuatiori are often 
difGcult and expensive to assemble. However, the 

. important question is whethe/ "good"' medicine 
has beeli appjied, and peer evaluations are often 
considered to be more relevant than structural ones 
(4, pp. 188-189). ' * ^ . 

.The outcomes approacji examines recovjery, 
restoration of function and survival, e.g., perinatal' 
* mortality, suigicaj fatality nates, and- rehabilitation 
of psyduatfic patients. These measures tend to %e 
concrete and reliable. However, there are qliestions 
of validity is some situations- Many factors other 
than ihedical care may influence outcomes, and 
these factors must be carefully controlled for vahd 
conclusions to^be drawn (4,j>, 188). 

The perception approach is concerned with 
whetliej and to what degree the service was judged ^ 
by the»recipient to have been beneficial. The first 
assumption underlying thi^ approach is that the 
professionals'* mand*|te to practice medicine rests, 
ultimately in the social contract with their cHen- 

^ tele.*Pi:ofessionals are expected to have expertise 
relevant- to solution or amelioration of serious 
problems and to be abje to apply it successfully. 
The second assumption, more tenuous than the 
first, is that th^re will be subsfantial agreement 
between professional" and lay Judgments in the 
appropriate use of services (2, p. 20). Measurement 
is relatively cosily because few secondary data are 
available. Valid and reliable measures also require 
fairly sophisticated measurement techniques. 
' Muchl space in the literature has been devoted 
to discussion of the -merits of one adequacy per- 
spective 'or measure over others. Tlie position^ 
adopted was most measures have both merfts and ^ 
shortcomings which can be best overcome by using 

• measures in combination. 



Source' of Data ' ' - • 

. Patterns of health-care use in New Me?^ico were 
determined/ from data collected by a questionnaire 
survey of stratified random samples of rural- and 
urban households in two-areas. fd?teasons of time 
and budget, 12 counties in southern New Mexico 
were sampled In the summer of 1 97i, the remaining 
20 northern counties were sampled in the summer 
of 1974.^ The southern sample served ^s a pilot 



"Pen** means surrounding, therefore. *'perina!ar' isrjhc. care 
before, durjn^.and afldr birth, • . , ^ 

The 12 southern counties included O^ron. Chaves. Dona Ana, 
r.ddy. Grant, Hidalgo, Lea, Lincoln, Luna. Otero, Sierra and 
Socorro. i» . 



: study. There/ore, a few detaikof the questronnaire 
were modineii-in the northern .questionnaire. 
Personal interviews were conducted with 599 
/-households in the south and 688 in the north. 
Since the data were coUected at two times, the 
resuhs are reported separately. Comparison of the 
I two parts of the state, al^ugh ihtrinsicaUy inter- 
. \ \?sting, *was not a primary purpose of the study. 
'•••TDStpicoIIected in 1972 represented respondent 
•housdiold behavior for the 1971 calendar year; 
similarly; data obtained in 1974 referred to the 
J 973 calendar ^earr ' • . , 

Data for the various adequacy indices came from 
• ^ standard, secondary sptirces Which are cited in each 
table and figure. 



- USE OF HCALTH-CARE.SERVICES 
' Patterns of Use' 

, Table 1 shows the avj?rage number of annual 
household visits, the amount spent annually, and 
the average distance traveled (one way), for seVen 
different medical services. Not sujfprisingly^ general 

. practitioners received the most visits and emergency 
services the fewest Hospital visits were the most 
expensive service, costing the average household 
from Sl<)4to S253 annually. General practitioners' 
services werp obtained Iqcally, requiring an average 

. pf only J 5 to 17 miles: (one way) travel. Specialists 
and optometrij^ts required substantially greater 
travel up lo 6i\ miles (one way) for specialists in 
sbujthern New M&ico. 

' Socioeconomic Correlates 

Use of services was measured in a numVer of 
wayv These included tot;il number of visits to all 
services, number of visits to individual services,' 
number of different services obtahied, total cost 
Qf all services, and -cost of individual services. The 
foregoing were calculated for the total* household 
unit and for the total divided by number of house- 
hold hiembrr^'lVr capita). The socioeconomic 
characteristics included rural-urban residence, eth- 
nicity, , age. sex. education, employment status, 
'numbjer of years in community, occupation, and 
'socijjl status (determined from occupation) of 
household head. Respondent satisfaction with the 
community and. a subjective evaluation of general 
health ah d insurance coverage were also mcluded. 

? • , / 

Indivklual vrrvwcC mvludcd general prattitfuners. , dentists, 
tluroprjctofi,. cmcrjicnvj M.rvkCs, optometrists. specijlist%. jnd 
hoj^prtafs. ^ . \ \ ' 



.Kegrksion* analyses were performed on various 
m^ures of the jdependent Variables of.use -and 
independent socioeconomic variables. iVe resujts 
' were quit^^ consistent:' there were^no meaningful 
relatidnships between any Variables. Appendix A 
presents a^V"^P'^ of correlation coefficients foV 
northern fiew Mexico sample data, iliustrartmg the 
lack of relationship among variables. Only abour4 
to 16 percent of the variation in any -dependent 
variable was accounted for in the regression^ 
analyses. The results of two typital regressions are 
sho^yn in table- 2, The socioeconomic diartcter- 
istics clearly have little influence on use of health 
care service. . ' ^. * 

Scatter plots of many combinations of vari- 
ables were examined to determine whether non-' 
linear relationships existed. None were detected. 
The difference in gross patterns of Use of health 
servicfes among social groups in New Mexico is 
small. This findings may be indicative of the 
trend observed in other areas, where the ^ap in 
use between economic classes is narrqwingH 1 ).. • 



Folk Medicine' 

: Ifi the north, respondents were asked whether 
they us^d home remedies and if so where they 
obtained them."* They were also asked whether 

. there was a curandera in the community 'and 

. whether they ever consulted one.^ Of 688 house- 
holds responding, J 96 (28 percent) reported Spme 
use of home remedies, 59 (30 perc^t) gathered 
the materials themselves, wMe 70 percentj^tljer* 
purchased them .or obfaiiied thejn from *fnelrids.- - 
More Spanish Americans user home j-^^medie^/than * 
do the residual ethnic group (mostly Anglo-)Cand ; 
they are'mb're^ inclined : to gather their -jtwn' while V 
Anglqs -look to commerciaf sources Stable 3). . 
Forty-two respondents .indicated, there was - a 
curandera in their community or nearby (table 4). 
Only 12 indicated they ever consulted onb, and no, 
onfe consulted one more thanonce a year. 
• The possibility exists that some pcppfe might, 
wish to hide the fact that th^y still consult folk 
practitioners and thus bias the results reported . 
ab.ove^ However, careful probing of ^;nowledge- 
able Spanish-American respondents who, tafked 
freely on the subject corroborated the numerial^ 

.results.** . ^* ' 



4 ' I 

Home remedies arc prirmirily herbs but also jnuludc vommon^ 

household items w uncommob applie^tion, e.g. fior IcmoiKi((c laced 

witlrrum used to treat colds artd.coughs. ' - . * 

A curandera (or curanUcrAn^ a recognised expert jn thc'appli: 

Latjon iSi herbs jrid other hc*nc remedies. They ucre once vcr> 

eomrnon in Spanish Ameriean villages throuphWt New Me.vico. 
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TaM 1. Av«r»gt annual numbar of mits, coat and maan distanca travalad (ona.my) |o iUalth-cara aanrkaaby southam Nawr Maxicb hpoaa-' ' 
* . .hold*, 1971 and northamNaw^Maxkiohousaholdf. 197? ' * 



South. 1971.* 



North. 1973 



Qistance 



Health'Cafe S^rv»cer 


Visits 


cxpenoti incs> 


per visit 


VXSIXS 


Expenditures * j 




- number 


dollars 


miles 


number 


dollars : ' 


General practioners 


83 


87.44 


17 




85« * , 


SpeciaTrstJ 




^ 8i;J6 * - 


68 


• 3^ 


•< 111.55 - 


« Optometrists 


k 


29JW • 


59 


1.0 


3431 


Oentisu 




. 64.28* 


31 • 


Z7 


81^5 ' . . * 


Hospitals » 


1 


' 253X)0 






194.15 


Chiropractors 


2:^ 


1130 


23 


. 2.2 


* -** 2ao3 • • 


Emergency serwces « 


.2 


5.03 


23 


.2 • 


5X)? 


Total A ' . , 


18^ 


i 531.75 




15.8 


532.56 



Distance 
per visit 



. 15 * 
•46 

37 

21 
V 25 



Tabia 2. » Badression coefficients and amount of vartation accountad for m usa of health*care services (number of rcstts ar>d total costs) by 
• liousehotd d)ira^teristics . ^ 



• 'Measure of Use' 
per Household 



Hottsehold Characteristics 



Age' 



Education' 



, Spanish 
^ American 



Number with 
poor health^ 



'Number of 
br^antzations^ 



Health 
status^ 



Sendee 
Access 



^Numt^r of Visits • 
-'Toftal e)CpendJture 



15.7jl 
5J25 



0.0899. , 
3^32 • 



0.1701 



-1.3009 
-89^718 



regression coefficients - 
1.6413 1.6417 
68'.3470 . . 135.3726 



4.6732 



-0.2622 



A9e/educ3tion,,numbep of organizations befqr^ed to, aiKi health 
• ^Nuimber jn household.with'poor health.' 



sta'tus are all of fiousehold ^ead. 



Table 3^ Use and source of home remedies By northern New Mexico 
' 7 residents by ethnidty *- " 



Spanish American 



Alt/*Others 



Total 



, Npfliber Perjceht^ Nti^bec Percenjt^ Number Pergem 

' ' Do use } ' 39^ \ i^? ' 2? 196 - 28~ 

Don't us<f /l54. ^61 ;,338 iZi, 492b - . 72 

'- .^Totar •'253'' ;\ 100.^: 4^5 .iOd.-' ' ' 688;> 100 

v^^SourC^ • "j. ' \j .f * . 

'{/ » Frjends '1-3 7' 13.* ''- 3,.,J';' 2*' A^p' 8* 

Store . 4&'. '4$./-.. 75.x / 77 . ,'l2t'': &2 ' 

' :-' (Gather ,4&/ j^P'. i9->^- 20 55tV 30 

>*<^lcuJated fis a f5©rcfenta'ge of/!al^osers*in.tJ^ai ethnic grouf^oi' 

/'.total category/ . -! . . * - V* ' --^ 



/:v • TafaIe-4.-.; Presence, of and^ cor^ultation with^a focal «curandera; by 
'> ^ I: ^ .-nort hern New Mexico resideqtt bfy,a>hiiici'ty i * 

- ' ' . ' Spamsh American * All. Others Total 

- . .' /'Number fecent .-'Number -Percerrtr fQ^Jmber Percent 

" - No y ' 151 -60 *; l67* . 38 ^ '318 ' ^ 

Yes 20. 8 •fe2\. ' 5 42 6 

.V,^ •Oett'fKnow 8^^' , 32', "•246 »\ ,57 ♦- 328 . 48- 

' .total* 253/ 100 / 435 ^*^100. ^688 . 100 

' ' s'^z+^fl^e-consulted . ' • **' '"i" - 

' unp j6"- * .1 / /6 ''\ v^/ f2 



Pne respondent, a woman in her-SO's was her- 
self* a curandera^ Her practice was. limited to a 
very small j:Hentele". Further, she was ,not passing 
the knowledge on^Jta her own daughtipi* because 
" she did not w^iit.t6 bear,t)ie/*re^ponsibinty*!. • . 

V SERViCE^OEQUACY. 

' ■ ' • - / ^ / 

' Structure ' ' • * - ' . / 

i^it/its most elemental level the structural per- - / 
j spectlve is cpneemed- with faciliifies; e.g. doctors /' 

and hospitals. Table shows the numbers of 
• hospitals and. doctor^/by cbunty. The iJtgte 1^20 
-"•peri:ent above Jh'e United 'States in rate of persons 
perdoctdr and a Jike' percentage below in hospital 
beds per l,OOO ggpulat[oR.' 

The doutoJ:s^are highly concentrated in Berna- - 
lillo, Santa Fe, and" Lps Alamos counties. Figure 1 
shows the distribution of the liospital facilities 
throughout the state. Hospitals 3^e. concentrated^ 
in sQUthern, southeastern, and norihwestern New 
•.Mexico, which ate Jhe\morQ heavily populated 
parte of the state.' Severcfl sparsely settled x0un ties; 
in a band from northeast to so^th*vest, have more . 



i' 
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TabltS. 



and thi 



and^octors, by Cw*Jnty, for New Mexico f974 
UnH«dStste$ ^972 





.Hospitals Ooctors 


Persons per 
Doctor 


Genesar H<^1tal 
Beds^ per 1,000 
population 


Slat? * 


54 


i;234 


910 




Derndifjio, 


-.11 


685' 


528' 


4.68 


Catron 1 


0 


1 


2,100 


0 • 


Chaves 




37 


1^81 


4,38 


Corfax 


2 


. 9 


• 1,422 


6.67 


Curry - 


1 


29 


1^ 


2^2 


OeBaca- 


1 


2 


1,200 




curry 


t 


29 


* HSOO 


2.32 


OeBaca 


♦ 1 


2 


1^ 


10,00 


Opna Arta 


1 


53 


i;j45 


2.13 


cooy 


2 


30 


>/347 


4.24' 


- 

Grant 


2 


19 


1,232 


5.78 


duadalupe 


0 


0 




0 


Harding 


0 


0 




0 




1 


1 


5.200 


3.91 . ^ 




3 


33 


1,062 


435 


Lincoto 


2 


8 


1.062 


5.06 


Los Alamos 


1 


27 


539 


5.50 


Luna 


1 


6 


' 2,367 . , 


4.09 


raTiciviniev 


3 


- 

27 


1J833 % 


6.31 


Mora 


0 


1 


4,300 


0 


Otero 


1 


18 


2,361 


1.8^ 


Quay 


* 1 


5 


2,^280 


' 5.18 


^RiO'A rr iba 


1 


15 


* 

1v820 


3.02 , > 


Roosevelt 


1 


3 


5,700 


^ 2,18 . ' 


Sandoval 


1 


14 


. 1,629 


0.48 


San Juan 


1 


35- 


1,763 


2.08 


■ 

San Miguet 


3 


20 


1,150 


. 3.39 


Santa re , , 


I 


-1 13 


539 


3-47 


Sierra 


2 


7 


1,100 


4,21 


Socorro " ^ 


I 


5 


' 1,860 


4.54 


Taos 


I 


10 ' 


1.890* 


1.83 


TorranciJ 


0. 


3 - 


2.033 


0 


Union 


1 


. . 3 


' 1.600 


7.45 • 


Valencia 


3 , 


%6 


4,400 


1.88 


US.' 




333^59 


625 


7.40 


Stato*^ 




1.431 


752 


5.90 


^ f^oci noi 


include 


miiitaty medical personnel 


or federal and 



state civil service mediCal personnel, 

' « 1974 estimated population divided by 1974 number of private 
physibtans and surgeons 

, These datd jncJude military and public service doctors ano hos 
pitafs and are for '1972, 

IncJudes only general hospit?! beds divfded^ estimated T974 
population. ^ 

Source New MtMCO Health and Social Services Department, Hos- 
pital Facilities tn New Mexico, 1974, New Mexico Board 
of Medical ^xaminers^ Official List of Physicians and Sur- 
geons, 1974. Published in New Mexico Statistical Abstract 
6ureab of, Business and Economic Research, Universrty of 



Ra- 1. Kjtriljution of general hospital faoTrtuB S New Mex^kf^' 




Source: Ney^ Mexico Health and Social Services Oep&Yment, 1975 e 



- limited facilities. In a few counties, l^e Roosevelt 
County, service facilities are some^i'hat limited . 
because of ^the proximity of a Iarger;^rvice center 
in Jexas, In ${ther counties," like Cj^^n County, 
^the lack of facilities is due primarilj^to a small and 
dispersed population, - , 



Process ^ , 

Evaliiations of performance ii\ fif^ medical pro- 
cess, are both costly afnd tim^^ipjisumihg. Cojt- 
sequently, few data are avail^le^.'/ *. * j 

The,Nfew Mexico Medicaid P^r^m established 
. the nation's first statewide fr^/essiohal revie.w 
''program for medical czre iSi Under this 
system, paramedics review .-"^Tfe// received' by 
pallets as described' on^ claii^^Iforins, They cjom- 
pare care 'with guidelines jQJ'nVapprti^ 
established by the'J^Jew Me^fca Foundation for 
Medical Care. If the ^nedfcal services prescribed are 



SatrorSrstS}-^^ guidelines, the faim is ^referred to a 

States. 95ih Annual Edition, 1974, pp. 73A 79. physicjan for rcvi^w. ^Approximately 1 5 percent 

of the total claims are revie\j^^d'^y physicians, who 
^' ' . . make the final determination;. • In addition, a 

'-^ random Sample of the gUims Accepted by the 
*. • pariamedTcs are also rdview^^ bjf physician^. 
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Table 6 pre^entb the proportion of claims which 
were denied after reView for variouS't>pe5> of Medi- 
*.aid bervjces in New Mexico.tit indicates a very low 
rate of dVLl«or', conversely, a high^^te of ap- 
, proval of Medicaid practice, except for inject- 
' ions. The injection denial jate has increased 
markedly as a, percentage of total jbillings over the 
' two-year period, as can be Seen^ ih figure 2. No 



reason was given for the decline in billings or the 
stability of the derived level. Unfqrjunately, since 
the New Mexico program was experimental and 
•among the nation's first/no comparable national 
statistics were available. 



Outcomes 



Tabic 6. Htalth-carc claims dcni»d mmitcil payp^nt 'for medical 
raasons, by typ«, Stfnambar, 197V August, 1973, Ntw 
Mexico. , . 



Type of Health Care Utilization 


Medicaid Claims Denied Payment 




percei^i 


Visits to physicians* offices 




Days spent in hospital 


.01 • • 


Days spent in nursing homes 


.02 


Injections • 


31.18 


Labi tests. 


1 .74 - 



Source; Hsi-Tien Chang and Wesley E. Curtis. Data Tabulation and 
\ Analyst^ A/lffw Mexico Medicaid Program September 1 to, 
* August^ 31, 1973. Part IV Albuquerque. New Mexico 
Experimental Medical Care Review Organization. July 
1974.p.A-8i .' ' 



The^ are. some striking contrasts in the . health- 
care outcomes data from New Mexico, th6 neigh- 
boring states,-and the U.S. Table 7 shows that, for 
the four biggest ^killers, New Mexico is well below 
the national and regional (except for Utah) "rates 
'on three, heart, malignanl^neoplasms (cancer), and 
cerebrovascular diseases. However, New Mexicans- 
are -definitely accident prone, being well above' 
both th^ national and reg ionfa j rates4n deaths from 
accidents., ^ » 

Infant death rate is oVie of the most widely used" 
and accepted ilfdicatoi^ jpLhealth and well being. 
Table 8 shows New Mexico Whites above the U.S. 
rate* while noi\w bites ^were. ^elow the national 
rate in 1970.^ New Me^i^o i^^as high as, or higher 
than, its imm ediate neigKBprs indD^oth rates: 

^Whites include Spanish-, Mexican-, and Angfi^Amcricans. Hon- 
whiter are primapjly Indians and blacks in New Mexico. V''^ 



Fig. 2. injections bitted and denied— tv(ro-vear period 
« 

Number 

7000 r . • . 



6000 



5000 

* ♦ 

4000 



3000 



2000 



1000 5. 




ri 



\2 .01 02 03 04 05 06 07 



-73 
08 



04 05 06. 07 08 09 10 

.Month and Year' * ' > 

•(IMnjcctions billed; (2) injections denied for medical reasons ' ^ • 0 

Source Hsi Tion Chang and Wesley E Curtis, Data Tabulation and Analysis New Mexico Medicaid Program September 1 to August 31, 1973^ 
Part IV. Albuquerque, New Mexico Experimemal Medical Cafe Review Organization, July 1974, p72$. 



TaW« 7. £>Mtti rat« for tht tt n iMding caus«$'of dttth.' Ntw Mtxico. stiacttd st»m, anil 1)4^ 1 970 



Cabse 6f Death ' 



Avprage " 
Rate • 



Arizona 



Cojoradct/ 



tQew Mexici) 



Utah' 





7*^ 

^ Percent 




Perient 


-"^^ 


percent 


• 


- vrercent 


ij^ate*; 


of U.S. 


• Rate 




' Rate 


of ui. - 


• Rate 


/ of U.S. 


• 268.5 


74.2 


272.0 


/ . 




. , /;55.5 
64.3. 


21 3A' 


J ^ 58.9 


134^3 


^ 82.5- ' 








/ ^ 59.2 


74*4 ' 


y23 


ftn 7 


if ha 1 


00.9 • 


• 62.6 


b'2.4 , 


61.2 


■75.9 


134.6 


68.3 


^i03.4 




158.'0 


58,2/ 


• 103.2^ 


32.2* 


104:2 " 


^ ^.5 • 


,^/1 05.-2 ^ 


- 32.0 


103.6 


^8^3 


* ' 59.2 




93.4 


20.9 


U 98.1 


24.6 


115.5 


2h8 


,102.3* 


14.8 


78.3 


12.3 


6«.1 . 


*'''l5.5 


• 82.0 r 


1640 


. 84.7 


1Z3 


78.8 


, 16.9 


108.3 - 


' B.Z 


52.6>\ " 


1p.8 


69.2 


• • t7.4 


112.3- 




84.5 


^ 18,3 


118.1 


. /9.7. 


62.6 


' '27.8 


182.9 


/17.9 J 


'117.8 • 


15.5': 


102.0 


7I3.5 


88.8 



Diseases of heart ■ . , ;362.0 

Malignant neoplasms^ i , ' ' ',162.^ 
Cerebrovascular diseases^ 'fOZi? 
Accident's * . 5jb5 

influenza and pneumonia ' ZQ3 

Certain diseases of early infancy 21 !3 
Diabetes mellitus . ' . 18.9 

Arteriosclerosis ' . • Vs.6 
Cirrhosis of the liver % 15.5, 

Bro nchitis, eniphysema, & asthma ' 1 5 ^2 



Rates per 100.000 estimated frtKjyear population. / 
^ .^'lActudes.neoplasms of lymphaticyand hematopoietic tissues' - * - 

' ' " / i- ■■ ■ ■ / 

Source U S 'Department of Commerce. Siatisticjl Abstract of the United States', 1974. Published in New.Mexico Statistical Abstract. Bureau 
cf Business and Economic Research. University of New Mexico, Albuqtierq;je, 1975. • '/ ■ ' 



a" 



/ 



Table 8. lnfanVde*/h rates for New Mexico, nfighboring states, and thji U^.; 1 950,' 1 960. 1968; 1^70 > * 



>|iU.S.^1950 



.000 Live Births 



1960 



Area. 



1950 



1968 



1970 



White 



Nonwhite / , Vlthite 



"Nonwhite 



White 



Nonwhite 



United St^es 
Arizona 
Colorado 
*fsfew Mexico- 
Utah , ■% 



29.2 
45.8 
34.4 
54.8 
23.7 _ 



J 22.9 
26.6 
26,9 

3d.£r^ 

18f.8 



43.2' 
60r8 ' 
44,0 

.B2.a 

54.0 



/ 



19.2 
19.7 
20.3 
22.3' 
16.6 



34,5 
38.a 
27.3^ 
33.5 
52.4 



17.8 
16.0 
19.^, 
19.5 
14.9 



30'.9 
28i0» 
23.5 
28.9 
17.B 



Vr- ^ ^ ^ ^ : ^ ■ . ' ^ ' '^-^ "'-^ . 

Source- U S Department of, Commerce. Statistical Abstract of th^'Uhited'S'tStes, selected years. Publfehed New^ft/lexico Statistical Abstract, 
Bureau of Business and Economic Research^ University of New Mexico, Albuquerjqufe^ .*/**. \ 



The'^remarKablc thing W' the trend since 1950, 
whe;t the iNcw Mexica infapt death rate w;ts much 
higher thait tlje nationaf^nd regional averages. New 
Mexiy^o has clearly made a great deaj of progress, 
accdrdiug" to this indicjlOr TJ\e marked drop jn 
flie nO;i white rate frfim 1060*to J970 j^robabjy- 
reflj^cts the gre^t strides in. Native American health 
care, since* that group constituted a big majority of 
nonwhite New Mexicans. 




Perceptions , * 

Perception of^Sequacy was measured by sev^^ral 
iteniV'ift the questionnaire*^ surveys. Respondents 
were asked to rate th<^ quality oCeach Service they 
obtained as'^ood, fair, or ppor.^' .Tliey wert?, asked 
to evaluate overall accessibility of medical^ services. 
As part of a community;attriictiveness inquiry, the 
northern sample w^s asked to rate thexidequacy of 
medical/liealth "facilities iji their 'immediate com- 
munity. Finallyf all respondents w.er^ asked which 
factors cause the most difficulty in obtaining 



s.brvices: ^travt^l time W^/or distance, "cost, waiting ? 
. time, and Qthei>i,, * ' • * A r^*- 

^ Results were consistent and;gerverally reflected 
favorably on the'medTic^l services in New Mexico. 
Servjces~obt^ni?d wei:e given unH"ormly^|iigh tatlng^s 
(table ,9). Froni 82.4 to 95.1fpercent'Vere rated 
^"good'.'** The results- were so u^ijForm thai anajj^sis 
of socio6C.onomic correlates was not feasibly n 
^^The assessment of overall housefiold access to 
required health services was 40-7 to ^43.5 percent 
gopa^, 7.9 4o J.S..^ percent £Op'r, .arid 42.6 to^ S}1 .2 
percent in-6etv^'enttable JO)! Tl'i^.pidtV^ changed^ 
, somewhat when /Iriorthern M^espondents were asMed 
"about the a4equacy of facilities in-their immediate 
.community off residence (table 11). Less than 5^ 
percent, of the sample rated tTieir comnjunities as. 
excefll^t, 30.8 percent farted tliem' good, W 23.9^ 
p.er(;enu^ted them poor bJ dismal. ^ . ' 

JFigure 3 shows the specific difficulties that 
respondents _ perceived.* Nqt. surprisingly^ rural 
people rated travel time and distanco-as thein|Dig- ^ 
gest difficulty. In the urban samples^, 23 and -29 , 
percent indicated -no difficulty at all. Cost and 



T»b)«9. 



-I 




tnt's perctption of quality of s«fi/»cts ob\ 
(p^rctnt of total whftt rattd good and poor)* 
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Response 



Southern 1971 



Northern 3973* 



Service 



Good 



Poor 



Good^ 



P,6or 



General 

Practitioner 

Specialists 

Optometries 

Dentists 

Hospital ' 

Chiropractors 



percent 



87.5 
89.0 
92.7 
93.5 
83.2 
91.2 



1.0 
0.8 
1.0 
6.6 
h.3 
1.0 



.86.6 
95.1 
92^4 
92.8' 
85.6 
82.4 



2S 

1.7 
2.3 
2.0 
6.1 
5.6 



•The difference between the percentage of "good" responses 
plus the percentage of "poor" and 100 percent equals tlie percent- 
^ of "fair" or mixed responses. 

Table 10. Assessment of overall household access to required* 
^ health services. 



Response* 



Northern 
Responses 



Souttjern 
Response 



Gopd 

Irnermediate 
Poor 



43.5 
42.6 
13.9 



percent - - 



" 40.7 
51.2 
7.9 

•The -respondents were asked to rate* overall household access 
. on a scale of 1 (good) to 7 (poor). Scale scores were grouped as 
follows 1 & 2 = good, 3. 4 & 5 = intermediate, 6^.7 = poor ' ! 



Table 11. Perception of community of rtsidenct as-a ptacl jvith 
adequate medical or health facilities (norlhern sampl^ 



.. — _^ 




'Adequacy 






Excellent 


Good 


Fair Poor 


Dismal 


•Nonexistant 




- • ' — > 








Response - 4.8 


30.8 


24.1 19.2 


4.7 


16.4 " 



^ wafting time were smaller but iniportant factois : 
^witj crll subsamples. ''Other*' responses included . 

discrimination,.. competence of personnel, anfi 
. wide variety of individual comments,' ' 

' • ' • ' • - 

CONCLUSIONS AND IMPLiCATIONS » . 

Conclusions^ ' 

No jnar|<ed or consistent social, cultural or eco- 
nomic, differences in the patternsiof use emerged 
from the rather heterogeneous- New Mexico popu- 
lation. iGross inequities have largely disappeared, 
probably because of generaUy Jilgher incomes,' 
wider availability of insurance jprograms,' and vari- 
ou<5 governmeALpffo^rams. Wjiatever the reason for 
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the consistent use patterns^ it does not mearf that 
the burden of medical bill^is less for }pwer income- 
groups. " • . . 

While the practice' of Using home, remredies is 
^11 alive • ^nd flourishing^ partfcularly among . 
Spanish Americans, thi? u$e of curanderas seems 
to be fadihg fast. • • . \ 

Tak^n separately, each indicator of adequacy. 
examiJted is somewhat limited In that if reflects a 
narrow aspect of health care. TkkQn together, they 
^offer'a thore comprehensive . and persuasive des- 
cription of the health-care situation in New Mexico 
and the population's perception of that situation! " 
The indicators also ptovidf 'some compelling evi- 
dence of New Mexico's position vis-a^vis its immed- 
iate neighbor states and.tjie United: States as a 
whole. ' ' / ^ " * 

New ^Mexico is somewhat below the. national 
averages *on facilities. Mpreover; the doctors and 
hospitals are fairly concentrated in a few urbanized 
centers^ This concentration is consistent with the 
rural resident's perception of travel time arid dis- 
tance as being the mostjserious difficulty in access 
to tieeded services. Thej population^ ho\yever, was 
generally very satisfied with 'the*quality* of their 
services.. Rural fesidenti,- while recognizing >prob- 
lems o/ access, count tnese problenii> as one of th^ 
necessary and un'^oidajble -costs of life in small 
town^s or open cbuntryside (3, p. 43). 

This satisfaction may[ rest, in part, on the results 
which the outcgme indicators sh6\v-. New Mexico . 
•is very near the national and Tegional 'averages on 
infant death rates and well below the* national 
deafth rates for the big kiHers-heart disease and ♦ 
cancer.' As for the^ accident j^ate^ it may.be t^at^ 
NeXv 'Mexicans either do not recognize that they 
have; a higH accidejif rate or do not view ij^^as 
primarily a medicafproblem. 
' iData 'on process of medical care reflects, a low 1 
percentage of Billing denial. This percentage cannot 
be interpreted . too,strongly as indicative of quality 
m idical praejtice because of the sfiort' period oY ^ 
evjaluation. * ' 

Thes^ conclusions should npt encourage apathy 
efforts to improve health-care service^ in New 
Mexico' Xhe state is still below the national average 
on many indicators; and there is nothjng sa^ed 
-about the average. There;' is much room fdr 
improvement, * . " ' < . 



Irriplications for New Mexido Health-Care Policy. 

' • . ' ; ^ ' 

These findings indicate-tjiat programs to further 
reduce financial barriers to .health care may'notbe 
aimed at the most severe prqblcms in New Mexico. 
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*^ ' Fi$^Pmcmt of rtspcmdMits tndtcatinf prifnwy.drffkufty in obtaimng rrwdic»f 



sirncm, northtm aod touthmi NtWiliftxic&« by.mrai and 




SOUTHERfi ^ 




URBAN 



NORTHERN 




,/l<,W55' to Tiealth care, particufa'rly tr|vel time 
ahSb^waiting'tjnie, was perceived'by thetespond^ts 
^ a major pfobjem. The difficulty was caused, )n 
part,' by the uneven distribution and shortage of 
prafessiohaI» personnel, which, .in tiira steijii^ from 
the basic structufe of the Arhericarj health<a;e 
system Mobile^ clinics, grerfji|ir use' of parapro^ 
fessional personnelj telem^jdicine,.' and exj)anding 
medical-school output are a few &f the things that 
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are .jbeing. tried ' across the cquntry tp increase 
' access. * - ' 

Emergency service, which is related to-access but 
distinct from it,, also meriis more attention by 
health planners.. T^is may be a factor in the high 
New Mexico accidental death rate. Many accident 
yjctiois may not be. receiving the attention they 
need quickly enough,, particularly in the remote 
areas. Residents in these areas of the state find 



emeigency* semdas as diMcuK ana time^^ 
to get to as olittf^vnc^: }JLe^ 
need mortT^siti6\A^x^ctsl airplgui^ %i helicopters 
to move ped'ple over rbrVastTSistmcesafld.jE^^ 
settled areas, ; " . '^^^ '\ • 



Researcti Kfeeds"^ •*•"• '\ .:\, V 

Fufure research oh health, care jsfeujdiipi^s dit' 
a few priprity^topicsf . • . < , 

1 there |s a need to identify (he reasons/or the 
unusually high, and low death r?ti?s in New Mexico. 
For example," >hy are. NeW Mexicans accident- 
prone yet e;fpeiience Jess heart disease' and .cancer 

; thatf^he national average? • . . ^ . 

2 is preventive as widely used as it eouldor 

•3;There is a lie^ ta look at the feasibility of in- 
novative new S!e.ryices to improve access* 
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APPENDIX \ y. i ■ - \^ ^ 

CorrtUtion co«ffldtntf, uU qf various hMlth^rt Mtyicw fay s#l«cti8.4odpiwK^ 



Item 



Number of 
Different 
Medical 
Services 

• ' Visited' 
in 1971 



Total 
Number of. 
Visits to 
Medics) 
Sewces 
in 1971 



Cow of ^ • - \>v.' ' 
Medical ; ' tiurA£>er of ^NwDbfff.<>f* 
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